The purpose of this study was to examine role structures and processes and their impact on job satisfaction for oncology advanced practice nurses (APNs) in Ontario. APNs caring for adult, paediatric or palliative patients in integrated regional cancer programs, tertiary care hospitals or community hospitals and agencies were invited to complete a mailed self-report questionnaire. A total of 73 of 77 APNs participated in the study. Most APNs (55%) were acute care nurse practitioners employed by regional cancer programs or tertiary care hospitals. Adult patients with breast or haematological cancers and those receiving initial treatment or palliative care were the primary focus of APN roles. APN education needs related to specialization in oncology, leadership and research were identified. Overall, APNs were minimally satisfied with their roles. Role confidence (b=.404, p=.001) and the number of overtime hours (b=-.313, p=.008) were respective positive and negative predictors of APN job satisfaction. Progress in role development is described, and recommendations for improving role development and expanding the delivery of oncology APN services are provided.
Introduction
Well-designed oncology advanced practice nursing (APN) roles have demonstrated significant improvement in patient and health systems outcomes related to access to care; coordination and continuity of care; satisfaction with care; and health outcomes and lower costs due to fewer hospitalizations and shorter lengths of stay (Bredin et al. 1999; Corner et al. 1996; Faithfull et al. 2001; Moore et al. 2002; Ritz et al. 2000) . APN care is also associated with fewer deaths in elderly patients post cancer surgery (McCorkle et al. 2000) . However, the successful introduction of APN roles is a complex and challenging process . Full role implementation depends on the extent of structures in place to support APN role development.
The Canadian Strategy for Cancer Control (2002) predicts the incidence of cancer will increase by 70% over the next 15 years. Several Ontario reports recommend the expansion of APN roles in the delivery of cancer services to ensure the province's capacity for meeting the rising demands for care (Cancer Care Ontario 200la and b, 2004, 2006; Fitch and Mings 1999) . The Canadian Nurses Association (CNA 2002) recognizes two types of APN roles: clinical nurse specialists (CNSs) and nurse practitioners (NPs). Hospital-based oncology CNS roles have existed for many years. However, in the last five years, Ontario has witnessed the introduction of an unprecedented number and new types of APN roles in various cancer settings. This paper describes the first Canadian study to examine a provincial cohort of oncology APNs and their roles. The PEPPA Framework, outlining a participatory, evidence-based, patient-focused process for developing, implementing and evaluating the introduction of APN roles, was the conceptual guide for this study . The framework recommends formative evaluations examining the structures and processes of new APN roles to monitor progress in role development and to identify and address barriers to role implementation. Structures refer to role resources, the physical and organizational environment and characteristics of APNs and patients (Sidani and Braden 1998) . Graduate education, licensure and certification are other structures that affect role legitimacy, autonomy and the extent to which role competencies are fully realized (Brown 1998; Irvine et al. 2000; Woods 1998) . Processes refer to the work or characteristics of what the APN does in the role. The ability to achieve desired goals or outcomes of new APN roles is dependent on core planning and provision of resources necessary for role implementation.
Study Purpose and Methods
The purpose of this study was to conduct a formative evaluation to identify and describe role structures and processes and their impact on job satisfaction among oncology APNs in Ontario. Study results inform recommendations for how APNs, educators, administrators and policy makers can enhance the continued development of these and future oncology APN roles. This paper reports on the following:
1. Structural elements of the APN roles, including characteristics of the APN, APN education needs and patient characteristics; 2. Role processes or the work of the APN and focus of activities in five role domains: clinical practice, education, research, organizational leadership and scholarly/professional development; 3. Predictors of APN job satisfaction.
Role structures and processes were examined within the context of the advanced oncology nurse as defined by the Canadian Association of Nurses in Oncology (CANO). The oncology APN is a "registered nurse, prepared with a minimum of a Master's degree in nursing, who has acquired in-depth knowledge and clinical experience in oncology" (CANO 2001: 61) . Role processes are characterized by the integration of five domains: direct patient care, education, research, organizational leadership and scholarly/professional development (CANO 2001) . A followup paper will report on administrative support, role barriers and role facilitators and their impact on APN job satisfaction.
Design
A mailed self-report questionnaire was developed for this descriptive study.
Setting
The study took place in all Ontario integrated regional cancer programs, tertiary care hospitals, community hospitals and community agencies where oncology APNs are employed.
Participants
Study participants included all nurses working in a defined APN role that involved the care of adult, paediatric or palliative patients affected by cancer. APN roles included CNS, NP and other roles titled as advanced according to their job description. To ensure adequate familiarity with the APN role, eligibility was limited to nurses who had been in the position for six months or more.
Sample and participant recruitment
The aim was to survey the entire population of oncology APNs in Ontario. We estimated there were about 50 oncology APNs in the province. Currently, there is no provincial system in place to document the number or types of oncology APN roles or where they exist. A snowball technique was used over a five-month period to identify eligible APNs. First, the research team generated a list of potential participants known to them through regional, provincial and national oncology nursing initiatives. This list was circulated to a provincial network, the Ontario Oncology APN Community of Practice (COP). COP members, representing APNs from various practice settings across Ontario, reviewed the list with local and regional colleagues to identify additional APNs. Other participants were identified from Ontario members listed on the CANO website and through recruitment efforts at two conferences held by CANO and the Canadian Association of APNs. The research team and COP reviewed each updated list. The process concluded on a fifth review when no new participants were identified and all feasible strategies to identify APNs were exhausted. A total of 80 APNs were identified, of which 77 were eligible for the study.
Methods for data collection
Ethics approval for the study was obtained from McMaster University. Participants received written information about the study purpose, voluntary participation, methods used to ensure confidentiality and plans for disseminating results. Participants were invited to complete a questionnaire consisting of closed and open-ended questions and the Misener (2001) Nurse Practitioner Job Satisfaction Scale. This scale is one of few valid and reliable instruments that measure job satisfaction (Misener 2001) . Oncology nursing leaders from five provinces, with experience in managing APNs, gave feedback on the questionnaire content and format. A five-member expert panel of oncology APNs evaluated and piloted the questionnaire. Their feedback about face and content validity, readability, clarity and time to complete the questionnaire was documented on a review form and used to make revisions. On average, the questionnaire took 45 minutes to complete. Data collection occurred between October 2005 and January 2006. To minimize bias associated with poor response rates, several strategies to promote questionnaire return were employed (Edwards et al. 2001) . A signed consent form was not requested; rather, return of the completed questionnaire signified consent to participate in the study.
Data Analysis
Descriptive statistics, including frequency counts, percentages and mean scores, were used to summarize quantitative data about APN and role characteristics. Paired t-tests were used to examine perceived differences in initial and current role confidence. APN and role variables were examined in bivariate correlation analyses, and those significantly associated with job satisfaction were entered in a multiple regression model to determine whether they were independent predictors of job satisfaction. The variables included age, acute care nurse practitioner (ACNP) education, years as an oncology nurse, years in a previous APN role, months in current role, role confidence and overtime hours worked per week.
Results

APN characteristics
A total of 73 out of 77 eligible APNs participated in the study, for a response rate of 94.8%. The mean age was 45.1 years, and 25% of respondents were over 50 years of age. While they had considerable nursing experience (mean, m=21.5 years), they had not much APN experience prior to their current role (m=2.7 years), and they had been in their current role for a mean of 3.6 years. For almost half the sample, this was their first APN role. Most were seasoned oncology nurses with a mean of 12 years in the specialty. However, 20% of APNs had zero to less than five years of oncology experience. Almost all APNs had a master's degree, and 55% were graduates of an ACNP program. Another 18% were enrolled in master's or doctoral programs. About half the APNs had basic certification in oncology or palliative care, but just 5% had advanced certification. About 35% had completed an oncology or palliative care certificate program. (See Table 1 
Educational needs
The APNs identified strategies that would have helped to improve their initial educational preparation for the role (Table 2) . Graduate oncology nursing courses, internship or fellowship programs, mentorship from a master's-prepared oncology nurse and a research practicum were the most frequently reported strategies. Other strategies included access to oncology faculty, physician mentorship and postgraduate courses or practica. Respondents also identified strategies to support the continued development of their roles. Over 50% of APNs identified needs for continuing education courses and programs. Strategies similar to those for improving initial education were identified, but there was greater emphasis on education to develop research and leadership skills. Fewer APNs identified the need for extended clinical practica. Table 3 summarizes role characteristics related to employment. Most APNs were employed full time by integrated cancer programs and tertiary care hospitals, with a small proportion working in community hospitals or agencies. According to role title, the majority (42.4%) were in ACNP or NP roles and 22% were in a CNS role. Over a third of APNs were in roles that did not clearly identify them as an NP or CNS. These roles were generically titled as APN or other positions not formally recognized as an APN, such as professional practice leader, project leader or program coordinator. Just over a quarter of APNs were in palliative care-specific roles. Table 4 describes the types of patients cared for by APNs. The majority of APNs cared for adults and estimated they saw slightly more female than male patients. Overall, APNs spent more estimated time with patients receiving care during the initial treatment and palliative stages and had less involvement with patients during the pre-diagnosis, diagnosis or post-treatment stages of the cancer continuum. The APNs also reported caring for more patients with locally advanced or advanced disease and those with haematological and breast cancers. The majority of APNs received patient referrals from hospital and cancer centre health providers. Just about one-third received referrals from community health providers or from patients themselves. Patient care was provided via telephone, inpatient visits, patient appointments with physicians and consultations. About one-third of APNs had independent clinics with scheduled patient appointments, and a small number made home visits to patients.
Role characteristics
Patient characteristics
Role implementation (role processes)
Most APNs perceived they functioned as collaborative rather than independent practitioners and worked with one or more healthcare teams. Within these teams, the majority of APNs were the primary provider responsible for coordinating the care of some or all of the patients. However, one-third of APNs had no responsibilities for coordinating patient care. Pain and symptom management were the primary focus of APN interventions, with less time providing care related to patient and family education, counselling or health promotion.
APN job satisfaction
The Misener (2001) NP Job Satisfaction Scale has scores ranging from zero (very dissatisfied) to six (very satisfied). The APNs were minimally satisfied (score of When asked about their future, 67% of APNs reported they were satisfied with their current role and had no plans to seek new employment. However, 33% of APNs were thinking about or actively seeking new employment. Of the 24 APNs in this latter category, reasons for seeking new employment included insufficient administrative support (42%), insufficient resources to fulfill role expectations (36%), personal growth and/or career advancement (33%) and perceptions that the role demands were negatively affecting their health (25%).
Discussion
Full implementation of a new APN role takes time. Hamric and Taylor (1989) identified seven stages of role development and found it took three to five years for novice CNSs to achieve an expert level of practice. In our study, progress in APN role development seems appropriate given the average length of time in the role (3.62 years) and the large number of respondents (49.3%) in their first APN role. APNs perceived their confidence improved with increasing time in the role and felt competent in most domains, particularly related to clinical practice. Other studies have noted that in the early stages of role implementation, APNs focus on developing their clinical role as a strategy for establishing credibility among stakeholders and to gain systems entry (Brown and Olshansky 1997; Kleinpell-Norwell 1999; Sidani et al. 2000) .
Evidence suggesting that the roles are becoming integrated within the health system include the varied sources of patient referrals, different ways patients receive APN care and the high proportion of APNs collaborating with other health providers. Opportunities to increase patient access to APN care include expansion of services through home visits, patient self-referrals and linkages with community providers. Models of care that permit APNs to transition with the patient across health sectors promote continuity of care and are associated with improved patient outcomes and lower hospital costs (Brooten et al. 2002) .
Important role development needs were identified related to specialization in oncology nursing. A key feature of advanced nursing practice is specialization or expertise in a defined area of clinical practice (ANA 1995; CNA 2002) . CANO (2001) also recognizes graduate education, oncology experience and advanced certification in oncology nursing as prerequisites for advanced practice. Yet, at the time of hiring, a substantial proportion of APNs lacked previous oncology nursing experience and only a few APNs were certified at an advanced level. In addition, only a small proportion of APNs had received oncology nursing education through certificate programs. The need for advanced specialty-based education and supports is further highlighted by the substantial number of APNs wanting access to graduate oncology nursing courses, oncology faculty and mentorship from master's-prepared oncology nurses and oncologists. The APNs also identified educational needs related to leadership and research. As in this study, research is often reported as the most underdeveloped aspect of APN roles . The APNs spent the least amount of time in research-related activities and felt the least competent in this area.
The large variation in role activities and in APN work time spent in each role domain is expected and desirable (see Table 5 ). APN roles are dynamic and should be tailored and responsive to unique patient and health systems needs in practice settings . However, a concerning feature is that not all APNs contribute work time to each domain of advanced nursing practice, including clinical practice, education, research, organizational leadership and scholarly/professional practice. Operationalization of each role domain, particularly related to direct patient care, is required to meet the definition of advanced practice (CANO 2001) . The lack of APN involvement in all role domains suggests that some roles are not being fully implemented and may not reflect an advanced level of practice.
The reason is unclear, but underutilization of the full scope of APN expertise is a common role implementation problem . Poor administrative support, lack of priority setting and competing clinical demands are frequent barriers to participation in education, research and leadership activities. In this study, over 78% of APNs reported working overtime hours, suggesting that time management, excessive role demands or both may be barriers to role implementation. Inconsistent and unclear role titling are also common barriers to role implementation associated with stakeholder confusion and lack of understanding about APN roles (BryantLukosius et al. 2004 ). This confusion may lead to the development of roles lacking responsibilities in each role domain. Such may be the case in this study, where some roles had no clinical involvement and over 35% of roles were generically titled as APN or other role titles not formally recognized as advanced practice.
Another potential gap in role implementation is the low estimate of time spent in care coordination, patient/family education, psychosocial counselling and health promotion. These interventions are considered the valueadded features of advanced practice (Brooten et al. 2002) . Furthermore, patients and families affected by cancer report significant unmet needs related to fragmentation of care, coping, information and psychosocial support (Canadian Cancer Society 2003) .
Other points of discussion relate to resource planning and the effective use of APN roles. Considering that almost half of the APNs in this study were hired into new roles in the previous 3.6 years, there has been some success in recruitment. However, there is high competition for these roles, with many unfilled positions across the country. This finding may account for hiring APNs who lacked desired role requisites, including advanced certification and previous oncology experience. In addition, 25% of the population was between the ages of 50 and 60 years and therefore close to possible retirement.
Retention was also problematic, with one-third of APNs considering or seeking new employment owing to poor job satisfaction.
Finally, the implementation of these roles is clustered in the initial treatment and palliative stages of the cancer continuum. There is tremendous opportunity to expand the use of APN roles across the cancer continuum. Expansion of APN roles should be considered in areas of high provincial priority related to cancer prevention, early detection and screening; reduction of wait times; and access to post-treatment surveillance and supportive care (Cancer Care Ontario 2004) . Currently, patients with haematological and breast cancers are the focus of almost 50% of existing APN roles. Future expansion of APN roles should consider other high-incidence and high-need populations, such as those with colorectal, lung and prostate cancer.
Study limitations
It is possible that despite our comprehensive approach to recruitment, we did not identify all eligible APNs. However, as the number of identified APNs was much higher than expected, the number of missed APNs is likely small. Given that 95% of the sample took part in the study, we believe the results are representative of oncology APNs in Ontario. However, variability in education, roles and practice settings may limit the generalizability of results to oncology APNs in other provinces. An incomplete account of role implementation may also have occurred due to recall bias and retrospective APN estimates of role activities.
Implications for education and practice
The mandate of all APN roles is to maximize, maintain or restore patient health through innovation in nursing practice and in the delivery of health services (CNA 2002; Davies and Hughes 2002; Hamric 2000; McGee and Castledine 2003) . APNs enhance care delivery through flexible, expanded scopes of clinical practice; research; education; the advancement of evidencebased nursing practice; and leadership in implementing organizational and health system change. To achieve this potential for innovation in cancer care, strategies to enhance the full implementation of all five domains of oncology advanced nursing practice will be required.
There is a need to increase APNs' access to graduate courses, continuing education and mentorship opportunities to further develop their roles, particularly related to oncology nursing practice, leadership and research. Given the high anticipated demand for oncology APN roles, the ideal solu-tion would be to establish a graduate program designed specifically to produce oncology APNs for the province (Mitchell-DiCenso et al. 1996) . Currently, only a small handful of Canadian universities offer limited elective undergraduate or graduate courses, and none offer a comprehensive program in oncology nursing. Advanced oncology nursing certification is important for ensuring that APNs have the minimum level of specialtybased knowledge and skills required for the role. The lack of a Canadian examination is a major barrier for obtaining this credential. CANO and the CNA should establish a national advanced certification process and/or adopt existing examinations available in other countries.
The development of postgraduate certificate programs in oncology nursing may also be an effective strategy to meet the continuing role development needs of APNs. Strengthening collaborative links among academic institutions, oncology nursing faculty and practice settings may also provide APNs with increased access to specialty and research expertise. A provincial strategy to provide role development resources is now underway by the Oncology APN Community of Practice, sponsored by Cancer Care Ontario. A key feature of this strategy is to create an e-based mentorship, preceptorship and peer support program.
There is a need to implement a systematic provincial approach to nursing and health human resources planning for cancer care. This approach should examine how well the current complement and focus of APN roles are meeting patient, organization and health systems needs and determine the numbers and types of oncology APN roles required over the next five to 10 years. This plan should also include strategies to educate, recruit and retain highly qualified APNs with the expertise required to meet role demands. Targeted strategies to improve APN job satisfaction related to administrative support, practical resources, workload and career advancement are also required.
Conclusions
The results of this study demonstrate the ad hoc implementation of oncology APN roles in Ontario. While progress in role development is being made, there are substantial opportunities to improve the implementation of these roles across the cancer continuum. There is agreement among provincial stakeholders that "new ways of working" are required to achieve a sustainable system of cancer services providing high-quality, efficient and patient-centred care (Cancer Care Ontario 2006: 4) . Commitment on the
